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Initial Comments

Compilaint Investigation 2243446/IL146502

Final Observations
Statement of Licensure Violations:

300.610 a)
300.1010 h)
300.1210 b)
300.1210 d)1)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at (east the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility, The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1010 Medical Care Policies

h) The facility shall notify the resident's
physician of any accident, injury, or significant
change in a resident's condition that threatens the
health, safety or welfare of a resident, including,
but not timited to, the presence of incipient or
manifest decubitus ulcers or a weight loss or gain
of five percent or more within a period of 30 days.
The facility shall obtain and record the physician's
plan of care for the care or treatment of such
accident, injury or change in condition at the time
of notification.
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' care and personal care shall be provided to each

| review, the facility failed to administer

| pain.

Findings include:

Section 300.1210 General Requirements for
Nursing and Personal Care

b)  The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing

resident to meet the total nursing and personal
care needs of the resident.
d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis;

1) Medications, including oral, rectal,
hypodermic, intravenous and intramuscular, shall
be properly administered.

These requirements were not met as evidenced
by:

Based on observation, interview, and record

medications for pain management for 1 of 6
residents (R23) reviewed for pain in the sample of
24. This failure resulted in R23 being in constant

R23's Nurses notes, dated 5/8/2022 at 3:04PM,
document new order for Tylenol 500 milligram
(mg) po (by mouth) q (every) 6 hours as needed
for pain and fever,

R23's Medication Administration Record, dated
May 2022, documents R23 is prescribed
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